To increase, improve, and sustain facility-based childbirth in Nigeria, health systems should appreciate the uniqueness and importance of each woman's needs during childbirth. Practical and sustainable actions should be taken to meet these needs, within the confines of the acceptable sociocultural norms.
accounts for 19% of the global burden of maternal mortality with an MMR of 814 per 100 000 live births in 2015; almost five times that of the average in high-resource countries. 1 Most maternal deaths are due to preventable causes including hemorrhage, sepsis, pre-eclampsia/ eclampsia, obstructed labor and unsafe abortion, and the healthcare solutions to prevent or manage these complications are well known.
Millennium Development Goal (MDG) 5 targeted a 75% decrease in maternal mortality, but the number of maternal deaths worldwide only dropped by 43% between 1990 and 2015. 1 To accelerate this decline, the international community set another target under the Sustainable Development Goals (SDGs) to reduce the global maternal mortality ratio to less than 70 per 100 000 births, with no country having an MMR of more than twice the global average. One of the key interventions to improve maternal health is increasing the proportion of births attended by skilled health professionals, as timely and effective management and treatment of complications can make the difference between life and death for both the mother and the baby. [2] [3] [4] [5] However, despite a global increase in coverage of skilled birth attendance, associated declines in maternal mortality have been modest, and declines in stillbirths virtually nonexistent. 6 The lack of significant improvement highlights the need for continued focus on quality of care, including provider competencies and environments that enable provision of essential clinical interventions with dignity. To improve on the services currently available in health facilities, barriers limiting access to quality maternal health services must be identified and addressed at all levels of the health system, and systems must be strengthened to be responsive to the needs of women and girls. 6, 7 Two of the strategic objectives of the ending preventable maternal mortality framework are addressing inequities in access to and quality of sexual, reproductive, maternal, and newborn health care; and strengthening health systems to respond to the needs and priorities of women and girls. 7 
| Experience dimension of quality of care
According to the WHO, quality of care during childbirth in health facilities reflects both how care is provided and how care is experienced, within the available physical infrastructure, supplies, management, and human resources with the knowledge, skills, and capacity to deal with pregnancy and childbirth. 8 Research demonstrates that it is necessary to go beyond maximizing coverage of essential interventions to accelerate reductions in maternal and perinatal mortality and severe morbidity. 9 Moreover, there is a complex interplay of experiences of mistreatment and lack of support that impact women's childbirth experiences and outcomes. 10, 11 Good experiences in the health facilities may encourage the further use of health facilities and bad experiences may discourage the use of health facilities.
The needs and priorities of women differ during childbirth. A woman's perception of how her needs are prioritized and met determines her childbirth experience. Studies of childbirth experiences have revealed that they are multidimensional and difficult to describe, explain, and measure. 12 Furthermore, efforts to measure and describe childbirth experiences are often confused with satisfaction over care
provided. 12 Dimensions of the childbirth process that may influence how women experience it include labor pain management, [13] [14] [15] control in decision-making in relation to childbirth procedures, 16, 17 treatment during labor and birth, 18 and waiting time at the facility. 18, 19 In comparison, satisfaction is a composite measure and it is strongly influenced by the outcome of care, i.e. a live baby and mother, which supersedes the negative experiences of women in the process of reaching that outcome. 20, 21 Research has shown that women in labor have a profound need for companionship, empathy, and support, 22 as well as emotional support in the form of encouragement, praise, reassurance, listening, and a continuous physical presence. 
| WHO "Better Outcomes in Labour Difficulty" (BOLD) project
The "Better Outcomes in Labour Difficulty" (BOLD) project was initiated by the WHO to address the quality of facility-based childbirth care in low-resource settings. 25 The goal of this project is to accelerate the reduction of childbirth-related maternal, fetal, and newborn mortality and morbidity by addressing the critical impediments in the process of care of women and fetus during labor, and taking advantage of the interactions between the health system and the community to learn what kind of care women want and value. The project seeks to achieve this goal through a two-pronged approach
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: the development of a Simplified, Effective, Labour Monitoring-to-Action tool (SELMA) 27 and the Passport to Safer Birth. 28 SELMA is a digital tool developed to enhance the expertise of health professionals assisting labor in health facilities. Aimed at optimizing the outcomes of labor and childbirth, SELMA was developed by combining up-to-date scientific evidence and care pathways derived from detailed labor progression data of approximately 10 000 women giving birth in Nigeria and Uganda. The
Passport to Safer Birth is a set of innovative service prototypes and tools, co-designed with women, community members, and providers to promote access to quality care for women and their companions during childbirth, and are described in detail in the paper by Salgado et al. 28 in this Supplement. The Passport to Safer Birth was developed through a combination of qualitative research and service design methods, with the goal of identifying and prioritizing the needs of the end-users and integrating their voices into the proposed solutions.
As part of the BOLD project activities, formative research was conducted with women and healthcare providers to support the development of innovative tools to improve the ability of healthcare providers to manage labor and to increase demand for respectful quality care
at the time of birth. In particular, the formative research was used to explore the needs and expectations of women and healthcare providers related to improving quality of care during childbirth. This includes improving women's birth experiences and both clinical and sociobehavioral outcomes; for example, satisfaction with care provided and adequate provision of emotional support. As part of this larger project, this analysis is focused on the communication and emotional needs of women during facility-based childbirth in Southwest Nigeria, from the perspectives of women, healthcare providers, and administrators.
While women themselves are the "gold standard" for information on their own needs and preferences, healthcare providers and administrators can provide interesting input to explore convergent and divergent perspectives on women's needs. This paper is part of a series on the BOLD project formative research; other aspects of the project are described in detail elsewhere in this Supplement.
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| MATERIALS AND METHODS
This study was conducted in four health facilities and correspond- Prior to data collection, the teams received 2 days of training on the study protocol, interview guides, and research ethics. The head of facility who attended the study training workshop acted as an entry point to connect the trained research assistants to the healthcare providers. The research assistants visited households within the catchment areas and identified women who met the inclusion criteria. Individuals who met the inclusion criteria in each group were interviewed.
Quota sampling was used to achieve a stratified purposive sample without random selection using specified parameters to stratify the sample, including setting (urban or rural), religion, and age for all participants. Using these stratification parameters, the research team recruited participants to achieve a diverse and varied sample. Facility administrators and healthcare providers were sampled from the study facilities and stratified by years of experience and cadre (doctor, nurse, midwives). Women who met the eligibility criteria and who were willing to participate in the study irrespective of religion and ethnicity were sampled from the urban and rural/peri-urban communities in the selected facility catchment area. The transcription and translation processes, which took place in parallel to the data collection, were overseen by the lead social scientist.
| Data collection and management
Completed and translated transcripts were shared and reviewed by the study team on an on-going basis and prior to the conclusion of data collection to ensure data quality and consistency. De-identified transcripts were kept in password protected computers.
| Study instruments
Semistructured discussion guides were used to guide the IDIs and 
| Data analysis
Data from the study were analyzed using the thematic analysis approach. This method is useful for identifying key themes; it describes large bodies of qualitative data richly and highlights similarities and differences in experiences. 35 After transcription, line-by-line coding was conducted on a sample of transcripts by two independent researchers. Initial themes that emerged naturally from the data were used to develop the codes and thematic framework. Initial codes were then synthesized with questions from the discussion guides and the WHO quality of care framework for maternal and newborn health 8 into a coding hierarchy transferable to the other transcripts.
This process yielded a hierarchical codebook to organize codes into meaningful code families and to explore higher level concepts and themes related to quality of care. To improve inter-rater reliability, two researchers jointly coded three transcripts, then two researchers independently coded two transcripts and discussed coding decisions until consensus. Based on this process, a final codebook was developed, including the code families, code names, definitions, and examples of correct use. All transcripts were coded using Atlas.ti, version 7.5.6 (ATLAS.ti Scientific Software Development, Berlin, Germany), and a subset of the transcripts was reviewed by an independent researcher for reliability. Findings were organized into meaningful subthemes, narrative text, and illustrative quotations to explore and explain patterns in the data.
The findings of this research were discussed and analyzed by the Nigeria qualitative research team members.
| RESULTS
| Overview
We conducted 42 IDIs and 10 FGDs between January and May 2015. 
Nursing Officer 4
Gender 
| Attention and respectful communication
When interacting with providers, women desired to be treated in a dignified and respectful manner. Most women agreed that healthcare providers and "especially nurses are rude," they "shout," and "talk badly" to the women. They reported that providers made unreason- Women also desired personalized attention from the health providers, where each woman is treated as a unique person with a unique need.
Women do not want healthcare providers to "think of what they handle every time" a woman is in labor during their shift. Rather, women said they would prefer that the providers treat every woman in labor with extreme care and attention, regardless of her parity, recognizing "that this person is new, they should not use such statements as 'after all this is not your first baby, not your second baby, you know the way'". When healthcare providers used phrases such as "don't shout, don't disturb me"
for the women in labor, women felt discouraged. 
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| Opportunity to ask questions
Many women interviewed perceive that many healthcare providers in this facility, "especially nurses," are offended when asked questions and that asking questions may result in abuse of the women.
Women would like to be given opportunities to ask questions and would like their questions to be answered properly; they felt that denial of this opportunity left them in the dark with regard to their own safety and that of their baby during labor and birth. Women emphasized that they need detailed information about the health procedures to be carried out on them and the opportunity to consent to or refuse treatments.
Another woman had this to say when asked for her communication needs from her healthcare provider: 
| Emotional support needs of women during childbirth
| Empathy
Women desired emotional support during labor and delivery, which includes demonstrations of respect and empathy from the providers. Rather than shouting at women, women wanted nurses to show empathy to the pain of labor, demonstrating that they "at least they know what labor entails" (Woman, FGD, <30 years). 
| Privacy
Women would like to have auditory and visual privacy when communicating with their healthcare providers because they may want to say certain things that may be particular to the woman's need. On occasion, embarrassing things happen during labor that women do not want others to see: "each woman has a different way of giving birth, some vomit while in labor, some defecate, while some urinate incessantly" (Woman, FGD, <30 years). At such times, the women would like "the nurse to be close" to them so that they can communicate privately. However, most of the public hospitals in Nigeria do not have sufficient physical space to provide this type of privacy.
One woman had this to say about the privacy provided in the facility where she delivered: 
| Prayers and spiritual support
Nigeria is a very religious country and many of the women in this study desired the prayers of their family members and healthcare providers during childbirth. Women in this study stated that they would like the prayers of their healthcare providers and family members irrespective of their religious affiliation as long as the prayers are being offered to "God." The women further stated that this act of prayer, especially from a healthcare provider, in itself is reassuring to a woman in labor and her family members, and makes the woman connect better with her healthcare provider and also encourages her cooperation with the healthcare provider. In this study, many women referred to these prayers as one of the best experiences they have ever had during childbirth. In particular, women wanted their family member to stay with them and pray with them especially if their labor becomes difficult. Below is the memorable experience a woman shared about the facility where she delivered: (Woman, IDI, 30-45 years).
The statements above exemplify the spiritual needs of a Nigerian woman during childbirth, as most women agreed that they would like health facilities where spiritual support could be provided.
| Labor companionship
Most of the women agreed that they would like to have a labor companion, with only a few objecting to this idea. Several reasons for the value of companions were given including: (1) decision-making and consent for hospital procedures; (2) a sense of appreciation; (3) hospital companion and assistant; and (4) provision of food. Most women agreed that having their husbands beside them during childbirth was desirable, and would like this to be made policy in Nigeria. However, a key barrier identified by women was that "the doctors won't agree that men should stay with you when giving birth" (Woman, FGD, <30 years). Having their husband with them during labor would better engage him in the childbirth experience; one woman suggested that "let him stay by the window then so that he can know what it entails" (Woman, FGD, <30 years); while another suggested that "even if he does not stay by the window let him come in so that he can see the pain involved" (Woman, FGD, <30 years).
Lack of respect for women is still an issue in Nigeria. Both women and the healthcare providers agreed that women deserve a deep sense of appreciation for going through the rigors of labor and childbirth.
Most of the women believed that having their husband present during labor and childbirth would help him to respect the process she has gone through and understand the pain she has felt. One woman said:
"At least he would respect me at home that what this woman passed through is not easy" (Woman, IDI, 30-45 years). (Nurse, IDI, 30-45 years).
However, women also stated that in cases where it may not be feasible to have their husbands as their labor companion, a female labor companion would be appreciated; for example their mother, sister, or friend. Some women preferred their mother (especially) or mother-in-law (occasionally), sister, or friend as labor companion, rather than their husbands or partners.
A minority of women objected to the idea of having a labor companion at all. These minority respondents gave reasons such as "a woman will be lazy during labor if somebody she loves is around her especially her husband." They believed such women would want their husband to "pet" them (treat them with love or coddle them) during labor, which might demotivate or distract her from following a provider's instructions. Some women also believed that men would not be able to stand the labor pains their wives go through and may be "crying" while accompanying their wife or partner, which they considered unhelpful for the woman in labor. One woman mentioned that she would prefer to have no-one including her husband as a labor companion because childbirth is a delicate period and should be kept a secret until the woman successfully gives birth. She feared that a companion may reveal her pregnant state to those who could "charm" (hex) her during the process.
Women reflected that a companion would also help to support with the logistics of their stay. In this setting, women are required by the health facilities to bring several items with them (baby cloths, mackintosh, cotton wool, pads), and women believed that a labor companion could assist in making these items available. Women stated that such a companion could equally serve as a bridge to any communication gaps between the healthcare provider and the woman. Women noted that some parents are to be blamed for "not have anything to use for the baby or themselves" during childbirth. (Woman, FGD, 30-45 years).
Based on these perspectives, it is apparent that women may have different needs and opinions regarding labor companionship, and it is important to ensure that the decision to have a companion or not, and who the companion is (husband/sister/mother) should be the woman's. as this has been documented to improve health outcomes. 40 Women expressed that they would like healthcare providers to avoid the use of medical jargon when communicating with them and make their explanations as simple as possible with the use of the local language or the language that the woman prefers when this is feasible. When it is not feasible to communicate with the woman in a local language, the use of professional translators can be explored as lay translators at times may distort the original message that is being passed across to the woman and may further have a negative effect on the health outcome. 41 The women would like to express their concerns freely without fear of any reprimand. The importance of communication in any physician-patient relationship cannot be over emphasized. 42, 43 Even when the needs and expectations of women cannot be met for systemic reasons that cannot be addressed by the provider, simple communication may help to ease the problem.
| DISCUSSION
Findings from this study have directly informed the development of the "Passport to Safer Birth," as the needs, expectations, and gaps in how care is provided to pregnant women have been identified and prioritized in Nigeria. 28 The Passport to Safer Birth is a set of tools 
| Limitations and strengths of the study
This study has both limitations and strengths. First, some of the IDIs and FGDs conducted with women were conducted in local languages and translated into English, therefore it is possible that some culturally relevant phrases or words were lost in translation. The research team mitigated this by having the same moderator who conducted the IDI or FGD transcribe the data. Second, this analysis focused on a sample of women and providers from one region of southwestern Nigeria and may not be transferable to other settings. The strengths of this study include that the research team was warmly accepted by participants who expressed their views on the subject freely with openness and readiness. Furthermore, women were recruited from urban, periurban, and rural settings to improve the diversity of the sample and transferability of the results.
| CONCLUSIONS
The 
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